Aeric syndrome during a multiple trauma reflects the severity of this latter, which made mention to extra thoracic or intra thoracic lesion. This requires a good diagnostic and therapeutic strategy. We report the case of a young patient admitted to emergency in an array of closed multiple traumas where the etiological diagnosis was rare and unknown.
Introduction
We report the case of a young patient admitted to emergency in a described below, clinical presentation without pneumothorax, result of aggression, leaving a multiple trauma, where the etiological diagnosis was rare and unknown.
Observation
A.L 16 years old, with any past medical history, admitted to the emergencies following an assault by slashing of multiple thoracoabdominal impact shots, having resulted a closed chest trauma and abdominal contusions.
The ECG showed sinus rhythm with no conduction disorder or repolarization. The frontal chest x-ray showed diffuse cervicothoracic subcutaneous emphysema, pneumo-mediastinum and pneumoperitoneum, without pneumo pericardium, nor pneumothorax, diaphragmatic dome in place; no rib fracture or lung contusion (Figure 2 ).
The clinical examination on admission found a patient conscious, mute (Interrogation done with the family), normocardium at 67 Bat / min, dyspneic with a respiratory rate at 20 cycles / min, SaO2 at 96% under 2l / min of O2 , diffuse fascio-cervicothoracoabdominal subcutaneous emphysema, without occulo-palpebral petechiae ( Figure 1) ; the thoracic examination did not show any ecchymosis or parietal contusion, no pleural effusion syndroma, the abdomen was slightly sensitive in its entirety; with subcutaneous emphysema reaching the thigh.
An abdominal ultrasound was impossible, being hampered by the presence of diffuse abdominal subcutaneous emphysema. A Thoraco-abdominopelvic CT found on the thoracic stage: diffuse cervico-thoracic subcutaneous emphysema associated with diffuse pneumo mediastinum, and pneumo rachis (Figure 3) , without pneumothorax or rib or spinal fracture, with good integrity of the tracheobronchial tree and diaphragmatic cupolas ( Figure 4) ; in the abdominal stage: Diffuse pneumoperitoneum with good integrity of the abdominal viscera was noted ( Figure 5 ). Bronchial fibroscopy did not found a breach or a tracheobronchial rupture.
This case highlights that a careful questioning and a good examination in admission can reveal earlier the diagnosis, the thing that was not well led in our case, because the patient was mute, anxious, and not cooperating making unnoticed rape history. The evolution marked by regression of subcutaneous emphysema. The biological assessment was normal, except for an increase in white blood cells to 15000/ mm 3 and a CRP= 40 mg. The onset of abdominal pain led us to repeat abdominopelvic CT but this time with pacification of the digestive organs rectally, which objectified a rectal fistula at 6cm of the anterior retro-vesicle anal margin ( Figure 6 ).
A perineal examination was needed, found perianal redness, without anal fistula or pus or blood, the rectal examination was painful, it objectified a normal sphincter tone, empty rectal cavity, and no rectal bleeding. It should be noted, that the patient being always mute, an interrogation conducted by a psychiatrist highlighted a sexual rape, which could explain the clinical picture.
An antibiotic therapy with a left iliac discharge stoma was urgently carried out; the postoperative consequences were normal, patient put on antibiotic therapy, with clinical and biological supervision for 7 days, if no complications, a restoration of continuity will be scheduled in 2 months. A social worker offered medico-legal care to the family, and a court report was made.
An aeric syndrome in a closed thoraco-abdominal trauma must evoke an aero digestive injury [3] :
Pneumomediastinum results in 10% following cervico-thoracic contusion [7] , the diffusion of air is towards the subcutaneous tissue and the spinal canal through the conjugation holes forming a pneumorachis, this one can be isolated during craniofacial trauma [8] . In abdominal injuries the pneumomediastinum is explained by the diffusion through the diaphragmatic openings of pneumoperitoneum that remains present in 28% of cases during intestinal damage [9] .
-A tracheobronchial rupture, rare at 3% during closed chest injuries [4] , characterized by diffuse cervicothoracic subcutaneous emphysema, associated to pneumothorax and pneumomediastinum, which worsens over time, the key examination remains bronchial fibroscopy, however the case of our patient, he had an aeric syndrome without pneumothorax which was regressive in time at the end of the diet, and bronchoscopy having returned without abnormalities, which derived the etiological diagnosis to a digestive injury -A rupture of a hollow organ: supra diaphragmatic (esophagus) or sub diaphragmatic (the small intestine in 5 to 10% of cases, the stomach in 3% of cases and more rarely the colon or rectum); often secondary to an abdominal contusion that accounts for 80% of abdominal trauma [5] . 30% of these ruptures are unknown and diagnosed at a late stage [6] .
In our case, the combination of fascia-cervico-thoracoabdominal subcutaneous emphysema, pneumomediastinum, pneumorachis, and pneumoperitoneum thus remains exceptional, testifying to the severity of the trauma. The fact that the clinical examination did not note any thoracoabdominal bruising that made us doubt the traumatic mechanism transmitted by the family.
After the regression of subcutaneous emphysema at the end of the diet, and a normal bronchial fibroscopy, the suspicion of a rupture of a hollow digestive organ was essential, the abdominal CT with pacification of the digestive organs being the gold standard of the diagnostic means [10] , and a rectal fistula was objectified.
This prompted us to remake a meticulous interview conducted by a psychiatrist, as long as the patient is still mute and anxious, this has revealed the history of sexual abuse, confirmed by the clinical examination of the perineum which objectified an anal irritation.
Colo-rectal perforations has been reported in the literature during tumoral or diverticular cases, although they are exceptional in abdominal contusions [11] , representing less than 1% of traumatic abdominal lesions and less than 5% of digestive lesions; the mechanism of this perforation can be by crushing or bursting or direct by a perforating agent [12] , that presents the case described above. The perforations following the sexual aggressions are exceptionally reported, their clinical presentation by: a tear of the margin and / or the canal, rectal perforation, rectal hematoma, anal incontinence by internal or external sphincter rupture [13] ; this was absent in our case, the things had more complicated the investigation and difficulties to make the correct diagnosis.
This case emphasizes that careful questioning and a good clinical examination on admission may reveal early the diagnosis, the thing that was not well conducted in our case, because of the patient was mute, anxious, and non-cooperating; which has unnoticed the history of sexual rape, as well as a misconception of the diagnosis, especially with an original clinical picture for a rare organic lesion; exceptional in a traumatic context.
